Authorization for Disclosure of Protected Health Information

l, [Your Name], authorize the disclosure of my protected health information as described herein. |
understand that this authorization is voluntary and made to confirm my direction. | understand that, if the person(s) or organization(s)
that | authorize to receive my protected health information are not subject to federal and state health information privacy laws,
subsequent disclosure by such person(s) or organization(s) may not be protected by those laws.

1. I authorize the following person(s) and/or organization(s) to disclose my protected health information (as specified below):

All healthcare providers who have provided healthcare services to me. All insurance carriers and/or Third Party administrators with
whom | have filed claims.

2. | authorize the following person(s) and/or organization(s) to receive my protected health information as disclosed by the person(s)
and/or organization(s) below.

City of Houston on behalf of: Third Party Administrator,

3. Specific description of the protected health information that | authorize for disclosure (authorization to disclose psychotherapy notes
must be separate):

Any and all records regarding my health, including medical histories, consultations, examinations, prescriptions, diagnosis, tests,
reports or treatments.

| further specifically authorize the disclosure of psychotherapy notes, if any.

4. This information may be used by the carrier to evaluate, adjust, describe, or report matters about my health to persons entitled to
receive this information.

5. 1 understand that I may revoke this authorization in writing at any time, except to the extent that the person(s) and/or organization(s)
names above have taken action in reliance on this authorization.

6. This authorization expires on one year from the date of this authorization, or the date that my workers’ compensation claim is
finally closed, whichever occurs first.

| have had the opportunity to read and consider the contents of this authorization. | confirm that the contents are consistent with my
direction.

Signature Date
Name:

Address:

Telephone: SSN:

Relationship or Authority of Personal
Representative (if applicable)

Human Resources (Release 11/15/2006)
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